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Dear Clinch Memorial Family Practice Patient:

Welcome to Clinch Memorial Family Practice. Thank you for allowing us the opportunity to
assist with your health care needs. We value all of our patients and are committed to

providing you with high-quality, health care services.

This packet includes all of the new patient forms that will need to be completed in order for us to
assist with your care.

Patient Registration Form

Financial Policy Form

Insurance signature on file

Information release

Patient health history questionnaire

Notice of Privacy Practices

Records release (this form only needs to be completed if you have records at another

physician office that Clinch Memorial Family Practice would need for the
appointment)

NogkrwnNE

Please take a few moments prior to your appointment to review and complete the registration
forms. We ask that you bring the completed forms to your appointment along with your

insurance card.

Please arrive 15 minutes early for your appointment. Directions to the practice can be found on
our Web site at wwww.clinchfamilypractice.org

The physicians and staff of Clinch Memorial Family Practice are looking forward to assisting
you with your health care needs. If you have any questions, please call the practice at 912-470-
2273 and someone will be happy to help you.

Sincerely,

Clinch Memorial Family Practice

Clinch Memorial Family Practice - 80 Huxford Street - Homerville, GA 31634


http://www.clinchfamilypractice.org/

Patient Registration Form

Clinch Memorial
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Patient Information

Last Name: First Name: M.1.: Preferred Name (if applicable)
Mailing Address: Apt#
4 City/State/Zip:
£
[=%
© | Home Phone: Cell Phone: \Work Phone:
5
é Preferred Method of Contact for Reminder Calls and Other Electronically Generated Messages: If Voice, Please Select Preferred Number:
[a)
< | (Please Select OnlyOne Option) [ Voice OText O Home cell O work
()
T | Sex: O Male O Female Date of Birth:
o
Marital Status: Social Security#:
Employer Name: Emergency Contact Name:
Emergency Contact Phone #: Relationship to Patient:
Responsible Party- If the patient is a minor (under the age of 18), the parent or guardian bringing the patient in will be listed as the guarantor
Last Name: First Name:
Date of Birth: Social Security#: Phone:
Address of Person Responsible:
c
-S City/State/Zip: Relationship to Patient:
©
£
O| Additional Information (PLEASE Fill OUT ALL SECTIONS BELOW)
c
S|Email Address: Can we leave a message regarding your medical care & test results?
€ OYes CONo
o
g Race (please select): Ethnicity (please select one):
o O White OJAmerican Indian or Alaska Native [0 Asian OHispanic or Latino
[0 Hispanic [OBlack or African American [J Native Hawaiian or Pacific Islander [INot Hispanic or Latino
] Other Opecline Obecline
Preferred Language (please select one): OEnglish [] Bosnian U Indian (including Hindi & Tamil)
[sign Language O spanish ORussian Cother

Preferred Pharmacy Name & Location:

Insurance Information

Primary Insurance

Secondary Insurance

Ins. Co. Name

Ins. Co. Name

Policy Holder Name:

Policy Holder Name:

Policy Holder's Date of Birth:

Policy Holder's Date of Birth:

Policy Holder's Social Security#:

Policy Holder's Social Security#:

Patient Relationship to Policy Holder:

Patient Relationship to Policy Holder:

Signature of Patient or Responsible Party:

Printed Name of Patient or Responsible Party:

| attest that the above information is complete and correct to the best of my knowledge.

Date:

Date:
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Financial Policy

Clinch Memorial Hospital wants to provide our community with healthcare services and, at the same
time, keep costs under control. To do this, we need your help. We ask you to read our payment policy

listed below:

» Your bill is based on the services you received. You are responsible for paying the bill if
your insurance company does not cover all the costs.

» What your health insurance covers is based on an agreement between the company, or
person who employs you, and the insurance company.

» You need to contact your insurance company with any questions about what they will
cover.

»  We know that temporary financial problems can sometimes prevent you from making a
payment on your account on time. If this happens, you need to contact us at (912) 470-
2401 at once so we can help you with this problem. Clinch Memorial Family Practice
will help to arrange a payment plan.

» Any bill not paid by the date it is due will be sent to a collection agency

IF YOU DO NOT HAVE HEALTH INSURANCE

Your Responsibility
* You must pay your entire bill at the time of service.

Our Responsibility
» We are willing to talk to you about ways to pay, if you cannot pay the full amount.

IF YOU HAVE HEALTH INSURANCE

We participate with many insurance companies. This means we have signed a contract with
them to provide care for the people they cover. The contracts are not all the same, and certain
services may not be covered depending on your employee health benefits.

If we DO participate with Your insurance plan (including Medicare):
Your Responsibility
* You must pay any co-payment at the time you receive the service.
* You must pay any deductible amount or any amount that you know is not covered at the
time of service.
» You must pay the amount not paid by your insurance within 30 days of getting your bill.
If you do not pay or make payment arrangements, we will begin collection efforts after
90 days of getting your bill.

Our Responsibility
»  We will send a bill to your insurance company for all services done in our offices.




If we DO NOT participate with your insurance plan:

Your Responsibility
l. You must pay for the service at the time it is given

To make it simple, our office accepts cash, checks, VISA, MasterCard, Discover, and Debit cards.
We will charge you a $35.00 fee for any returned checks.

Our Responsibility
. After you have paid us, we will send your bill to your insurance company. Your insurance will

then pay you.

STATEMENT OF FINANCIAL RESPONSIBILITY

The patient who receives care and treatment from Clinch Memorial Family Practice must pay any charges
that are not paid by insurance or any other party.

Other providers, such as x-ray or laboratory, will bill the patient separately.
The patient must pay any amount not paid by insurance, within (30) days of receiving the bill. If Clinch

Memorial Family Practice needs to use a collection agency or attorney to collect the unpaid amount, the
patient may be charged for all fees and costs to Clinch Memorial Family Practice by the agency or attorney.

By signing this form, | acknowledge that | have read and understand the financial policy in its entirety.

Patient/Responsible Party Signature: Date:

Printed Name of Patient/Responsible Party: Date:
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INSURANCE SIGNATURE ON FILE

PATIENT'SNAME DOB#

INSURANCE COVERAGE
I request that payment of authorized Commercial Benefits, Medicare or Secondary Medicare coverage benefits
be made directly to the Clinch Memorial Family Practice for any services furnished to me by that provider of
service. | understand that I am financially responsible for charges not covered by this authorization. | authorize
any holder of medical information to release to my insurance company or its agents any information, which
may be necessary to determine benefits payable for related services.

Primary lIdentification Number Secondary Identification Number
Primary Insurance Secondary Insurance
Date Signature of Patient (or Parent, if patient is a minor)

Ak kkhkkkkkkkkxk kA khkkk ko hkkkhkkkhkkkhkkkhkhkhkhkkhkhkhkkkhkhkkhkkkkkkxhkhkkhkhkkhkhkkhkkhkhxhhxkkxkkxkkxk%x

Primary Identification Number Secondary Identification Number
Primary Insurance Secondary Insurance
Date Signature of Patient (or Parent, if patient is a minor)

Ak kkhkkkkkkkkkk kA kkkkk ko hkkkhkkkhkk ko hkkkhkkkhkhk ok khkhkhkkkhkkkkhkkxkhkkhkkkhkkkkkkkkxhkkxkkxkkxkkxk%x

Primary lIdentification Number Secondary Identification Number

Primary Insurance Secondary Insurance

Date Signature of Patient (or Parent, if patient is aminor)
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Permission to Release Diagnostic/Medical Information to another Individual

Effective Date:*

Print Patient's Full Name:

Patient's Date of Birth: MR#%#. __

I give Clinch Memorial Family Practice entities permission to release diagnostic test results to, and discuss
protected health information with, the following person(s):

Name Relationship
Name Relationship
Name Relationship
Name Relationship

I give Clinch Memorial Family Practice entities permission to leave any protected health information on an
answering machine or voicemail.

|:| Yes |:| No

Indicate your relationship to the patient: El Patient DPatient Representative

Print Name (if other than patient)

Signature Date



PATIENT HEALTH HISTORY QUESTIONNAIRE

Name: Sex: M/F DOB: Date:

List All Prescriptions and over-the-counter medications, supplements and vitamins you take including the dose or strength
and frequency.

Allergies:
Latex Allergy: Yes / No
Preferred Pharmacy:

PAST MEDICAL IDSTORY

Do you have now or have you ever had any of the following?

Heart Disease Yes No Hyperthyroid Yes No
Heart Attack Yes No Kidney Stones Yes No
Heart Arrhythmia Yes No Kidney Disease Yes No
Atrial Fibrillation Yes No Stroke Yes No
Congestive Heart Failure Yes No Gallbladder Disease Yes No
Hypertension Yes No Anemia Yes No
Vascular Disease Yes No Chronic Back Pain Yes No
Diabetes Yes No Rheumatoid Arthritis Yes No
* Insulin Dependent Yes No Lyme Disease Yes No
* Non-Insulin Dependent Yes No Psoriasis Yes No
High Cholesterol Yes No Depression Yes No
Lung Disease Yes No Osteoporosis Yes No
Asthma Yes No Neuropathy Yes No
Reflux Disease (GERD) Yes No Hypothyroidism Yes No
Ulcers Yes No Fibromyalgia Yes No
Cancer (location) Yes No Colitis Yes No
Blood Clots (DVT or PE) Yes No
Other:

PAST SURGICAL HISTORY

Please list any operations you have had:




FAMILY/SOCIAL HISTORY

Occupation: Marital Status: Single Married Widowed Divorced
Your personal habits: Do you? Do you have a Family History of: Relationship
Exercise Regularly Yes No Heart Disease Yes No
Smoke or use Tobacco Yes No High Blood Pressure  Yes No

* How much Diabetes Yes No
* For how many years Stroke Yes No
Used tobacco in the past Yes No Cancer Yes No
Drink Alcohol Yes No Thyroid Disease Yes No
*How much Depression Yes No
Recent Tick Bites Yes No Blood Clots Yes No

REVIEW OF SYSTEMS

Have you recently been troubled with any of the following symptoms?

Backache Yes No Bloody Sputum Yes No
Leg Pain Yes No Indigestion Yes No
Painful Joints Yes No Abdominal Pain Yes No
Headaches Yes No Diarrhea Yes No
Double Vision Yes No Constipation Yes No
Difficulty Swallowing Yes -No Change in Bowel Habits Yes No
Hoarseness Yes No Slow Urine Stream Yes No
Nosebleeds Yes No Abnormal Bleeding Yes No
Shortness of Breath Yes No Blood in Stool Yes No
Dizziness Yes No Pus in Urine Yes No
Chest Pain/Pressure Yes No Yellow Jaundice Yes No
Irregular Heartbeat Yes No Depression/Anxiety Yes No
Swelling of Feet Yes No Weight Gain Yes No
Cough Yes No * How many pounds

Wheezing Yes No Weight Loss Yes No
Vomited Blood Yes No * How many pounds

Patient Signature (parent for minor) Date Provider Signature Date
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Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT

CAREFULLY.
A. OUR COMMITMENT TO YOURPRIVACY

Ourpractice isdedicated tomaintaining the privacy of your protected health Information (PHI). Inconducting our business, wewill
create records regarding you and the treatment and services we provide toyou. Weare required by law (the Health Insurance Portability
and Accountability Actof 1996 or HIPAA) tomaintain theconfidentiality ofhealth Information thatidentifies you. Wealso arerequired
bylawtoprovideyouwiththisnoticeofour legaldutiesandtheprivacy practices thatwemaintain inourpractice concerning your
PHI. By federal and state law, we must follow the terms of the notice of privacy practices that we have ineffect at the time.

We realize that these laws are complicated, but we must provide you with the following important information:

+ Howwemay use anddisclose your PHI
* YourprivacyrightsconcerningyourPHI
+ Ourobligation concerning the use and disclosure of your PHI

ThetermsofthisnoticeapplytoallrecordscontainingyourPHIthatarecreatedorretainedbyourpractice. Wereservethe right
torevise oramendthisNoticeofPrivacyPractices. Any revisionoramendment tothisnoticewillbeeffective forall of your
recordsthatourpractice hascreated ormaintained inthe past,andforany ofyourrecordsthatwe may createor maintaininthe
future. Ourpractice will postacopy of ourcurrent notice hourofficesinavisible locationatalltimes, and

you may request a copy of our most current notice at any time.
B. IFYOUHAVEANY QUESTIONS ABOUT THISNOTICE, PLEASE CONTACT:

Privacy Officer 1050 Valdosta Hwy Homerville, GA Phone: (912) 487-5211
C. Uses and Disclosures of Health Information

For Treatment: Wemay usemedical Information about you to provide you with medical treatment or services. Wemay disclose medical
informationaboutyoutodoctors, nurses, technicians, medical students or otherhealthcareproviderswhoareinvolvedi taking care of

you now or inthe future.

Wemay also use health information about you tocall you or send youaletter toremind you about an appointment to follow up with
diagnostictestsresults, ortoprovide youwithnformation aboutother treatmentandcarethatcouldbenefityourhealth.

Forpayment: We may use anddisclose medical information about you so that the treatment andservices you receive atthe practice may
bebilled and payment may be collected from you, aninsurance company or athird party.

Forhealthcare operations: Our practice may use anddisclose your PHI to operate our business. Asexamples ofthe waysin which wemay
useanddisclose yourinformation for our operations, our practice may use your PHI to evaluate the quality ofcare you received from us, or
toconduct cost-managementand business planning activities for our practice. Every effort willbe made to ensure anonymity.

D._OtherDisclosures

Business Associates: We willshare your PHI with third party associates thatperform variousactivities for theclinic. Whenever any
arrangement between our clinic andabusiness associate involves the use of disclosure of your PHI, we will have a written contract that

contains terms that will protect the privacy of your PHI.

Communication withothersinvolved withyourcare: Ourhealth professionals may, Intheeventyou areincapacitated orinan emergency
circumstance, using theirjudgment disclose toafamily member, or otherrelative, close personal friend or any other personyouidentify,

health information directly relevant tothatperson's involvementinyour care or paymentrelated toyour care.



Research: Under certain circumstances, wemay use anddisclose health Information about you from your medical record for research
purposes. Allresearch projects, however, aresubject toaspecial approval process designed toprotectthe privacy of your health
information.

Required by law: Wemay useordisclose your PHItotheextentthattheuseordisclosureisrequired by law. Theuse or disclosure
willbe made incompliance withthe lawand will be limited to the relevant requirements of the law. You willbenotified, as required by

law, of any such disclosures.

Public Health Risks: Ourpractice may disclose your PHItopublic healthauthorities thatareauthorized by law tocollectinformation for
the purpose of:

+ Maintaining vital records, such asbirths and deaths

+  Reporting child abuse or neglect

+  Preventing or controlling disease, Injury or disability

 Notifying aperson regarding potential exposure toacommunicable disease

+ Notifying a person regarding apotential risk for spreading or contracting adisease or condition

* Reporting reactions to drugs or problems with products or devices

+  Notifyingindividualsifaproductor device they may be using has been recalled or withdrawn, needsrepairs or
replacement

«  Notifying appropriate government agency(ies) and authority(ies) regarding the potential abuse orneglect ofanadult patient
(includingdomestic violence): however, wewillonlydisclose thisinformationifthepatientagreesorwearerequire or

authorized by law to disclose this Information
+  Notifyingyouremployer under limited circumstances related primarily toworkplace injury orillness ormedical surveillance

Health Oversight Activities: Our practice may disclose your PHI toahealth oversight agency for activities authorized by law. Oversight
activitiescaninclude, forexample, investigations, inspections, audits, surveys, licensure anddisciplinary actions; civil, administrative, and
criminal procedures or actions; or other activities necessary for the government to monitor government programs, compliance with civil

rights laws and the health care system in general.

Legal Proceedings: Wemay disclose your PHIinthecourse ofany judicial oradministrative proceeding, inresponse toanorder of acourt
oradministrative tribunal, incertain conditions inresponse toasubpoena, discovery request or other lawful purpose.

Law Enforcement: We may release PHI if asked to do so by a law enforcement official:

+ Regarding acrime victimincertain situations, if weare unable toobtain the person's agreement

+ Concerning adeath we believe has resulted from criminal conduct

+ Regarding criminal conduct at our offices

* Inresponse to awarrant, summons, court order, subpoena or similar legal process

+ Toidentify/locateasuspect, material witness, fugitive or missing person.

+ Inanemergency, toreportacrime (including the location or victim(s) ofthe crime, orthe description, identify or location of the

perpetrator)

Deceased Patients: Our practice may release PHI to a medical examiner or coroner to identify a deceased individual or to identify the
cause ofdeath. If necessary, we alsomayreleaseinformation inorder for funeral directors toperform1heir jobs.

QOrgan and Tissue Donation: Our practice may release your PHI to organizations that handle organ, eye or tissue procurement or
transplantation, ncluding organ donation banks, as necessary to facilitate organ or tissue donation and transplantationif youare an organ

donor.

Research: Ourpractice may use anddisclose yourPHI forresearch purposesin certain limited circumstances. We will obtain your written
authorization to use your PHI for research purposes exceptwhen: (a) our use or disclosure was approved by an Institutional ReviewBoardora
PrivacyBoard; (b)we obtain the written agreementof a researcherthat(i) theinformationbeing soughts necessary for the research
study; (I1) theuse ordisclosure of your PHI Isbeing used only for theresearch and(iii) the researcher will

notremove any of your PHIfromour practice; or (c) the PHIsoughtby the researcher onlyrelates to decedents and the researcher agrees
nwriting that the use or disclosure is necessary for the research and, if we request it, to provide us with proof of death prior to access to

the PHI of the decedents.



Serious Threats to Health or Safety: Our practice may use and disclose your PHI when necessary to reduce or prevent a serious threatto
your health and safety or the health and safety of another individual or the public. Under these circumstances, we will only make

disclosures to a person or organization able tohelp prevent or lessen the threat.

Ourpractice may disclose your PHI if you areamember of the U.S. Armed Forces, a veteran, oramember of foreign military
forces for activities deemed necessary by appropriate military commend authorities, including the Department of Veteran's Affairs for the
purpose of your eligibility for orentitlement to certain benefits provided by law.

National Security: Ourpracticemaydiscloseyour PHItofederal officialsforintelligence andnational security activitiesauthorized by law.
Wealsomay disclose your PHI to federal officials in order toprotect the President other officials or foreign heads of state, or to conduct

investigations.

Inmates: ourpractice maydisclose yourPHItocorrectional institutions or lawenforcement officials ifyouare aninmate orunder the
custody ofalawenforcement official. Disclosure for these purposes wouldbenecessary: (a) fortheinstitution toprovide health care
servicestoyou (b) forthehealth, safety andsecurity of theinstitution, anditsofficersandemployees and/or (c) toprotect your health and

safety or the health and safety of other individuals.

Workers' Compensation; Our practice may release your PHI for workers' compensation and similar programs to the extent
necessary to comply with applicable laws,

Required Uses and Disclosures: Under the law, we must make disclosures to youand, whenrequired by the Secretary of the
Department ofHealth and Human Services, toinvestigate or determine ourcompliance with therequirement of Section 164.500 et. seq.

We will not use information in your records for marketing purposes.

Other uses and disclosures from your medical record will be made only with your written authorization or approval.

E, YOURRIGHTS REGARDING YOURPHI

You have the following rights regarding the PHI that we maintain about you:

1. Confidential Communications. You have the right to request that our practice communicate with you about your health and
related issues in aparticular-manneror atacertain location. For instance, you may ask that we contact you athome, rather than work. In
order torequest atype ofconfidential communication, please use the contactinformation below tomake anappointment to complete the
form. Ourpractice will accommodate reasonable requests. You do not need to give a reason for your request.

2. Requesting Restrictions: Youhavetherighttorequestarestrictioninouruse ordisclosure of your PHIfortreatment, payment or
healthcare operations. Additionally,youhave the right to request thatwe restrict ourdisclosure of yourPHIto onlycertain
individualsinvolved inyourcareor the payment for your care, such as family members and friends. We are notrequired toagree to your
request; however, ifwedoagree, weare boundby ouragreement except when otherwise required by law, inemergencies, or when the
information isnecessary totreat you. Inorder torequest arestriction in ouruse or disclosure of your PHI, youmust make your request in
writing using the contact information below. Your request mustdescribe in a clear concise fashion:

{a) the information you wish restricted;
(b) whether you arerequesting to limit our practice's use, disclosure or both; and

(c) to whom you want the limits to apply.

3. Inspectionand Copies. You have the righttoinspectand obtain acopy of the PHI that maybeusedtomake decisionsabout
you,including patientmedical recordsandbilling records. However, youmaynotobtainpsychotherapy notes orinformation compiled in
reasonable anticipation ofacivil, criminal oradministrativeaction orproceeding. Y oumustsubmityourrequestinwritingusing the
contactinformationbelow in order toinspect and/orobtaina copy of yourPHI.Ourpractice maychargeafeeforthecostsof
copying, mailing, labor and supplies associated with your request. Our practice may deny your request toinspect and/or copy in certain
limited circumstances; however, youmayrequesta reviewofour denial. Another licensed health care professional chosen by us will

conduct reviews.

4. Amendment you may ask us to amend your health information if you believe it is incorrect or incomplete and youmay request
anamendment for aslong astheinformation iskeptby our practice. Torequest anamendment, your request andreason for the



request mustbe madeinwritingusingthecontactinformation below. Youmustprovide us withareason thatsupports your request for
amendment. Our practice will deny yourrequestif you fall to submit your request (and thereason supporting your request) in writing.
Also, we may deny yourrequest ifyou ask ustoamendinformation thatisinour opinion: (a) accurate andcomplete; (b) not part of the PHI
kept by or for the practice; (c) not part of the PHI which you would be permitted toinspect and copy; or (d) was not

created by our practice, unless the individual or entity that created the information is not available to amend the information.

5. Accounting of Disclosures: All of our patients have the right to requestan “accounting of disclosures”. An"accounting
df disclosures”isalistofcertain non-routine disclosures ourpractice hasmadeofyour PHI fornon-treatment or operations purposes. Use
of your PHIaspart of the routine patientcare in our practice isnotrequired tobe documented. For example, the doctor sharing
information with the nurse; or the billing department using your information to file your insurance claim. In order to obtain an
accountingofdisclosures, you must submit your request inwriting using the contact informationbelow. Allrequests foran
“accounting of disclosures" must state atime period, whichmay not be longer than six (6) years fromthe date the “accounting of
disclosures" isrequested andmay notinclude dates before April 14, 2003. The firstlist you request within a12-month periodis free of
charge, butour practice may charge you for additional lists within the same 12-month period. Our practice willnotify youofthe costs
involved with additional requests, andyoumay withdraw your request before youincur any costs.

6. RighttoaPaper Copy of This Notice. You areentitled toreceive apaper copy of our notice of privacy practices. You may ask us
togive youacopy of thisnotice atany time by contacting us utilizing the contact information below.

7. RighttoFileaComplaint. Ifyoubelieve your privacy rights have been violated, youmay fileacomplaint with our practice or with the
Secretary of the Department of Health and Human Services. You willnot be retaliated against for filingacomplaint. Tofilea complaint
with our practice, use the contact information below.

8. RighttoProvideanAuthorization for Other Usesand Disclosures. Ourpractice will obtain yourwrittenauthorization foruses and
disclosures thatarenotidentified by thisnotice orpermitted by applicable law. Anyauthorization youprovide tousregarding the use and

disclosure ofyour PHI may berevoked atany timeinwriting. After yourevoke your authorization, we willnolonger use or discloseyour
PHIforthereasons describedn theauthorization. Please note: We are required to retain records of your care.

Contact Information:

Privacy Officer 1050 Valdosta Hwy, Homerville, GA Phone: (912) 487-5211
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Notice of Privacy Practices
Acknowledgement

I have received a copy of the Clinch Memorial Family Practice Notice of Privacy
Practices. | understand that Clinch Memorial Family Practice has the right to change its
Notice of Privacy Practices from time to time and that I may contact Clinch Memorial
Family Practice at any time to obtain a current copy of the Notice of Privacy Practices.

Patient Name DOB:

Patient Signature: Date:

Legal Representative:

Date:

Relationship:

Date:

Clinch Memorial Family Practice - 80 Huxford Street - Homerville, GA 31634
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AUTHORIZA AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION

| hereby authorize: O Receive from:
] Disclose to:
Address: Address:

Please check all that apply
The following information regarding my [ Inpatient care on

Specify dates of admission/discharge

[J Outpatient care on

Specify dates of clinic visits or outpatient procedure

L1 Emergencycareon

Specify dates of Emergency Department visits

Please Check

OComplete Medical Records OHistory and Physical Examinations O X-Ray, Imaging Reports
O Hospital Discharge Summary ORecords from Other Providers (please specify) [ Laboratory Reports
OConsultations Ocardiac/EKG Reports

O Other (please specify)

The purpose for disclosing the above information is indicated by a check mark (M) below:
O Continuing care- O Relocation O Insurance O Legal O Other (please specify)

| understand that | have no obligation to disclose information from my record and that | may revoke this authorization by
submitting arequestinwriting along with a copy ofthis form tothe office. | understand that anyactionalready takenin
reliance onthisauthorization cannotbereversed and myrevocation willnotaffectthose actions. The information
used or disclosed pursuant to the authorization may be subject to redisclosure by the recipient and no longer
protected.

The signing of this authorization is not a condition for providing treatment.

| acknowledge and hereby consent to such, that the released information may contain alcohol and drug abuse,
psychiatric, HIV, or genetic information. (patient initials)

This authorization shall expire upon this expiration date . If I fail to specify an expiration date or event,
this authorization will expire six (6) months from the date on which it was signed.

My signature also acknowledges that | have read the above and authorize the disclosure of the protected health
information stated. My signature also acknowledges receiving a copy of the document.

Print Patient’s full name Signature of Patient/Responsible Party Date
Patient's Date of Birth Relationship to Patient
Patient's Social Security Number Witness Signature Date

NOTE: THISAUTHORIZATION WILLNOTBEACCEPTED UNLESSIT ISCOMPLETEDIN ITSENTIRETY.
A COPY OF THIS FORM WILL BEACCEPTED IN LIEUOF AN ORIGINAL.
A COPY OF THIS AUTHORIZATION IS TO BE GIVEN TO THE PATIENT OR PATIENT REPRESENTATIVE.
(over)



PatientNare DOB:

THISPORTION TOBECOMPLETED WHENAPATIENTISUNABLETOGIVEWRITTEN CONSENT:

We, the undersigned, doverify thatthe above authorization hasbeenreadtothe patientandthathe/she
understands the nature of the release and freely gives his/her verbal consent for release of the information.

Verbal Consent requires
Signatures of two witnesses

Signature of witness Date

Signature of witness Date




